Transobturator midurethral slings were introduced to avoid retropubic complications such as bladder, urethra, bowel, and major vessel injuries. However, complications are not completely eliminated. We present a urethral injury presenting with urge predominant mixed incontinence. The sling was removed transvaginally. Urethral injuries are now less common than they originally were owing to advances in operative technique and product innovation. However, it is incumbent on physicians to evaluate product characteristics that may affect outcomes in their patients. We further reiterate that thorough cystoscopy with urethroscopy is an essential step when performing transobturator midurethral slings.
T ransobturator midurethral slings were introduced to reduce the bowel, urethra, and major vessel injuries associated with placement of retropubic slings. However, complications are not completely eliminated. We describe a case of urethral injury attributed to a transobturator midurethral sling.
CASE REPORT
A 74-year-old woman, 1 year after surgery from an outsidein transobturator sling, presented with urge predominant mixed incontinence. Her symptoms developed immediately after surgery and were refractory to antimuscarinic medications. Her operative report was unavailable when she transferred care to our practice, thus limiting our knowledge of how this complication occurred. Examination revealed vaginal atrophy with no significant prolapse or urethral hypermobility. There was no urinary tract infection, and her postvoid residual was 20 mL. Urodynamics revealed detrusor overactivity incontinence at a cystometric capacity of 250 mL. Cystourethroscopy revealed a normal bladder with polypropylene mesh perforating the lateral wall of the midurethra (Fig. 1 ). Only a small portion of mesh was visible cystoscopically, consistent with either a tangential injury at placement or subsequent erosion through the lateral urethral wall.
The mesh sling was removed through a sagittal suburethral incision ( Fig. 2) . Dissection under the fibromuscular layer of the vagina and adjacent to the sling was extended laterally to the pubic rami. After mobilizing the mesh from the underlying bladder, it was cut deep to the pubic rami. We transected the mesh graft at its site of perforation into the fibromuscular wall of the urethra on the patient's right side. Gentle traction released the remaining embedded graft found perforating the urethral lumen. We did not find a transmural urethral defect on examination. We believe that this was due to the tangential path of the graft perforation with a resultant flap valve-type defect. The fibromuscular layer of the urethra was reinforced with interrupted sutures, and the sagittal vaginal incision was closed. Vaginal packing was placed in the operating room and subsequently removed several hours later. The patient was discharged home the day of surgery. Her postoperative course was unremarkable, and a voiding cystourethrogram 9 days later confirmed no leakage through the repaired urethral defect. Institutional review board approval is not required for case reports, but patient consent was obtained before submission.
COMMENT
The planned trocar path during transobturator sling placement does not enter the pelvis, but cadaveric studies have identified that the bladder and urethra are vulnerable to injury with improper trocar placement. 1 Case reports of bladder injuries have led to the current recommendation for routine intraoperative cystoscopy. 2 This case report emphasizes the importance of concurrent examination of the urethral lumen to rule out urethral injury in addition to bladder injury.
The reported incidence of urethral injuries during the early experience with transobturator slings is not insignificant. Costa et al 3 reported urethral injury in 2 (1.1%) of 183 cases, whereas Roumeguere et al 4 reported injuries in 3 (2.5%) of 120 cases. Both authors noted that injuries were eliminated in their series after inserting a finger into the vaginal dissection to protect/ deflect the urethra while passing the trocar. Notably, both authors used the UraTape (Mentor-Porges, Le Plessis Robinson, France), which has been withdrawn from the market owing to unacceptably high erosion rates attributed to a silicone coating on the midportion of the sling. After these changes in technique and textile properties, urethral injuries are now less frequent, but still occur with any approach to midurethral sling and require routine cystourethroscopy.
Abdel-Fattah et al 5 performed a randomized trial comparing inside-out and outside-in transobturator slings. They experienced 1 urethral injury with the outside-in approach in 341 patients (0.3%). This was the same approach as our patient. Likewise, Morton and Hilton 6 described a case series of 14 patients with urethral injuries with midurethral sling placement. There were 6 erosion/perforation complications similar to ours, but only 1 of these was attributed to the transobturator approach (Obtryx sling; Boston Scientific, Natick, Mass).
This Obtryx product uses an outside-in approach and has a heat-sealed suburethral region designed to decrease sling deformation. However, the increased mesh stiffness increases the likelihood of urethral erosion. 7 This modification is analogous in intention to the silicon-coated suburethral portion of the Uratape device that was removed from the market. Morton and Hilton also acknowledged that some manufacturers have endorsed performing transobturator slings without cystoscopy because it increases their pool of potential surgeons to include those who do not have cystoscopy privileges. This further highlights that physicians should question corporate priorities and should evaluate unique product characteristics that may affect patient outcomes.
Because our patient's index surgery was performed elsewhere, we cannot determine whether this was an intraoperative perforation or subsequent mesh erosion. Morton and Hilton 6 faced this same uncertainty with their transobturator sling urethral injury. We favor the theory of surgical injury because the patient's symptoms worsened immediately after surgery. Overtensioning of a sling can cause erosions, but this would likely occur underneath the urethra where pressure is greatest and not in the lateral wall as in our patient. Likewise, placement at the midurethra and not at the bladder neck was confirmed by the midurethral defect seen on cystoscopy. Although cystourethroscopy at the time of sling placement may miss an intramural urethral injury, we consider it essential after sling placement regardless of retropubic or transobturator approach. It requires minimal operative time and can prevent a second surgery for mesh removal. Surgeons should recognize that the transobturator approach carries a risk for bladder as well as urethral injury. Moreover, diligent intraoperative surveillance does not eliminate the risk of postoperative mesh complications. Persistent postoperative incontinence and refractory irritative voiding symptoms warrant follow-up investigation with cystourethroscopy.
